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Rapart by Rick Benton

| DHSR Conslruction Seclion condustad a
Cormnplaint Survey on July 28, 2015 from 2:30pm
to 4:00pm at the above referenced facility. DHSR
records indicate the home was first licensed on
02122015 as a Family Care Home for six [B)
ambulatory Clients (able fo evacuate and respond
without any physical or verbal assistance during a

| fire or other emergency). Based on this we ara

{ requiring the home to be in compliance with the

| following: the 2005 Rules 10A NCAC 13G for

| Family Care Homas, and the 2012 Edition of the

| Marth Caralina State Building Code - Section
425,2 - Residential Care Homes,

At the tirme of our visit, we cited deficiencies that
| raguire an acceptable plan of correction. They
[ are as follows:

C 105 |nitial Licensure-Mesat NCSBC 105

SECTION 0300 - THE BUILDHNG
1048 MCAC 13G 0302 DESIGN AND
COMSTRUCTION
{a) Any building licensad for the first time as &
family care home shall meet the applicable :
requirements of the Morth Carolina State Buikling |
Code, Al new construction, additions and |
rencovations o existing buildings shall meet he

| requiraments of the North Carolina State Building

| Code for One and Two Family Dwallings and
Reszidential Care Facilities if applicable. Al
applicable volumes of The North Carcling State
Building Code, which is incorporated by i
reference, including all subseguent amendments,

| may be purchased from the Depariment of

| Insurance Engineering Division located at 222

| Chapanoke Road, Suite 200, Raleigh, Narth
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| Carolina 27603 at a cost of three hundred eighiy
dollars ($380.00).
i{b) Each home shall be planned, constructed,
| equipped and maintained to provide the sarvices
| offerad in the home _
| :
This Rule is not met a5 evidenced by; i
1) The complaint was substantiated. _ T ) ,
| DHSR-Construction Section arrived at the home _ Al I'\‘T D _ﬁ.‘ii" ced, o |
| and infroduced ourselves to the licensee and ek e O b el W .
| informed them of our purpose for being at the i ey Pl -q,‘ﬂr B
i home. At the time of the survey, it was observed \ G" Cesihents ok
that two residants wera residing in the home. [ CCome. i — _
| Residant A was standing with the licensee during E;Ri q H‘rub-r'ﬁh-*f ;
our introduction until she was redirected to the | = 'I""':*“"'E:"":'”“j]' Iﬁﬂuﬁ.i cap I
family room. Resident B was in a reclingr with m{) SOl aled ‘e b |
| her leg propped up due to swelling in her leg. In o hind !
| our conversation with the licensse, we were Deap\ed ed ‘Q[ sl
informed that Resident B had a blood clat or DVT - ——
in her leg, which was swollen and rendered her ] . . . ,
immabile. Resident A was physically mobile, but ]ﬁ;&ﬂw-“ residienk s
her cognitive recognition was in question. Sc'lr*-:-.%ua, 'u-ﬁ-“
DHSR-Construction Section ' s assessment of I'D bf“‘ d"’“‘*— Q“-'h*
| Resident A was that she would follow the licensee ¥ Glrnbaisbvelos 4 B,
or the staff person to every location they would |
proceed to unless she was redirectad to ramain in T i
i a certain I;:catiﬂn. Tdh:;H FEEI;I:'E”:EI.II.I‘IEHH. nhn :nr_'nl::-illtyI -.I.":'Jim-lgr[,— o 1;:,,5 STIRTI 5%3
issues and appeared to undars what was , _ -
| being asked of her. She could speak a few CIY resident PEbessrments
words and she appeared to understand what ' e ) ;
someona was saying, but unless it was the Jrc'}'ﬁ bﬁm{"b PIIH“’ Mh"“ M
licenses or a staff person she would not respand Lot Bnblite. i,
i to any questions. Resident B was able to
respond and to have no cognitive issues, but she | — ; d
was physically unable to get out of the recliner | i W oktn o
unless she had assistance fram somaang. AT L]
DHSR-Construction Saction asked the licensee *EB""‘"“ e Tmrnf?
and the staff to remove themselves from the Cogalad, .
roam so we could conduct & fire drill fo review the |
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residents ' awareness and evacuation
capabilities. DHER-Construction Seclion then
performed a fire drill. Dwring the first fire drill we
asked the staff to assist Resident B to har
wheslchair, She was able to gelin her
whesalchair with staff assistance and appearad 1o
knaw tha correct axit. Residant Awas in her
bedroom, DHSR-Construction asked Resident A
if she recognized the alarm. Sha motioned that
she did, but DHSR-Construction had to promipt
her to evacuate, She proceeded as far as the
famibty room and then sat down o wait for
Resident B to leave the home. A second atbempt
at the fire drill was conducted and we asked that
Resident B remain in her recliner because of her
| medical condifion. Again, Resident A did not

| evacuate the home even when prompted by staff
| to follow her out of the home. Resident Awent as
| far as the porch door but did not go outside. On

again tried fo get Resident A to fallow her out of
| the hame, but she was af the Kitchen counter

| or the alarm and did not exit the home. It is the
opinion of DHSR-Construction Section that both
| residents are nom-armbulatory.

08/06/2015-RB- We received your email
requesting o lower yvour capacily down to three
Therefore we are recommending to Adult Care
Licansure thal vour maximum capacily be
decreased to three, alzo bazed on the condition
of your currant residents, all three will be
clazsified as being non-ambulaiory (unable o
evaciate or respond without verbal or physical
assistance). Since the home will be serving
non-ambulatory residents you will now ba
required to provide a second ramp as required by
Licensure Rule 1048 NCAC 130G 0312 {c) which
| states if the home has any resident that must

i the third and final attempt at the fire drill, the staif ::

| eating & banana and paid no attention to the stafi |
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have physical assistance with evacuation, the
home shall have two cuiside entrances/exiis at
| grade level or accessibe by a ramp.

| Your facility currently has one ramp located &t the
rear of the facility. You have bwo other axils o
choose from as to where to provide the second
ramp. Care should be given o have the o exits
as far from each cther as possible o minimize
the possibility that beth may be blocked by & fire
ar ather emergency condition. The construction of

| the ramp may require permits to ba pullad from

| your local building official. You will need to provide
copies of all permits and approvals to our office.

i 0EMWZ5-RE- Based on the requirement for the |

| additional ramip, we will allowing until Seplember

| 8, 2015 to construct the additional ramp. Since :

| the hame will ba serving non-ambulatary |
residents while these modification are being

| conducted we will be placing you under a fire

watch to ensure resident safety is maintained.

This extension is contingent to the fact that

additional staff will ba available day and night to

assist with the prompt evacuation of the residenis

in the event of & fire or other emergency event,

this fire watch will stay in effect until the ramp is

canstructed and cperational, Guidalines for the

fire watch will ba sent under separale cover.

Once completad forwand to our office coples of

| the completed fire watch logs.
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